Definition
SPECC stands for significant polyp and early colorectal cancer and is a clinical term used to describe colorectal lesions which harbour an increased risk of being malignant, where careful assessment and correct management is of paramount importance to optimize patient outcomes. Whilst there is no strict definition for this term, partly because it depends on the thoroughness of the lesion assessment, it can be considered to include any lesion of at least 20 mm in size, along with other lesions, irrespective of size, that display features indicative of a higher risk of malignancy.
Lesion interrogation
Vital information about the nature of a polyp can be gained by careful endoscopic assessment. If features of malignancy are overlooked, a wrong management decision may be made, e.g. attempting to remove a cancer in a piecemeal manner [1] . Conversely, a patient may be referred for unnecessary surgery if the benign nature of a large polyp is not recognized [2] . Lesion assessment takes time -often requiring washing the surface, patient position changes and scrutiny of the entire polyp surface (which may require retroflexion to assess its proximal aspect). This is aided by the availability and utilization of high definition endoscopes, digital enhancement techniques to enhance lesion vasculature and focal application of dyes to enhance lesion pit pattern. Nevertheless, the importance of meticulous lesion assessment in ensuring optimal patient management cannot be overstated.
Standardized terminology
It is important that standardized terminology is used when describing SPECC lesions, both to facilitate multidisciplinary team (MDT) decision-making (hence improving patient outcomes) and to increase our knowledge of these challenging clinical cases.
Size
The size of a lesion is important -it predicts the risk of malignancy, the risk of incomplete excision, the risk of complications [3] and the risk of recurrence [1] . It is also important to ensure that adequate time is allocated for endoscopic resection. Despite this importance, endoscopists remain poor at lesion size assessment, usually underestimating the size of large lesions. We recommend that endoscopists spend a little more time when measuring polyp size; this is facilitated by using a reference tool such as an open snare; however, endoscopists should be aware that many snares are significantly larger than their quoted size (consistent for a given snare) and so should be measured beforehand.
Morphology
Whilst by no means perfect, the Paris classification is the most widely used and objective endoscopic classification of polyp morphology and we recommend that it is used [4] . 
Surface features
Various surface features are indicative of an increased risk of underlying malignancy. Clearly, overt features such as surface ulceration or an irregular, angular contour are strong predictors of malignancy and should be sought. Subtler features include Kudo pit pattern type V, distorted surface pattern, colour and vessels (NICE NBI type III) and thick and irregular microvessels (Sano capillary pattern type III) [5] [6] [7] .
Lesion complexity
As well as recognizing lesions which have a higher risk of harbouring malignancy, it is also helpful to ascertain how challenging it might be to resect a lesion endoscopically. This can help determine whether endoscopic resection is the correct therapy, who should do it and how much time it might take. It also helps inform discussions with the patient. Various features are indicative of increased risk of incomplete excision and recurrence, including size > 40 mm; location involving the ileocaecal valve, the appendix orifice, a diverticulum or the dentate line; within an inflamed segment of colitis; prior failed attempt at resection or recurrence at the site of previous resection (excluding unifocal, diminutive and easily resected/ablated residual adenoma on first site check); non-lifting sign after submucosal injection; and an endoscopist's concern about difficult location (e.g. behind flexure or fold, in stenotic diverticular disease) [1] . Features indicative of increased risk of complication include polyp size, caecal location, patient comorbidity (cardiovascular or renal disease), increasing age, antithrombotic use and, importantly, the endoscopist's experience [3] . To aid lesion complexity assessment, a simple scoring system has been devised -the SMSA score (size, morphology, site and access) [8] .
Documentation and imaging
As well as spending time assessing a lesion during the endoscopic procedure, it is just as important to document these findings. Again, this takes time, but without adequate documentation, at best procedures may need to be repeated but worse still the patient may be managed incorrectly. Future improvements in endoscopy reporting systems may help.
Photo-documentation of the lesion is also important -large lesions require multiple images and better still, where facilities exist, short video clips should be taken.
To aid capture of this information in a standardized manner, including adequate photo-documentation and the SMSA score, the British Society of Gastroenterology and the Association of Coloproctology of Great Britain and Ireland have developed a proforma which we recommend for all endoscopy units and complex polyp MDT discussion [9] .
Decision-making -the complex polyp MDT meeting Whilst both lesion assessment and optimal decisionmaking could be accomplished by a single, specialized endoscopist, there is little doubt from other clinical spheres that MDT meetings provide an improved forum for case discussion, allowing shared and complementary expertise to inform optimal patient management.
Conclusion
Optimized management of potentially malignant colorectal lesions is underpinned by meticulous lesion assessment. This requires good endoscopist knowledge of both how to interrogate a lesion and how to interpret the findings. The use of objective, standardized terminology and detailed report-writing, aided by careful photo-documentation, are requisite components of this process and greatly facilitate case discussion in a complex polyp MDT meeting, allowing optimal decision-making and management.
